Immigration detainees, like prisoners, are entitled to the same standard of healthcare as non-detained patients. When hospital attendance or admission is required, the priority for custodial staff (who for purposes of this article we refer to as 'escorts') is to prevent absconding. For that reason, they may wish to use physical restraints, such as handcuffs, and remain with the detainee at all times. This can be degrading for the patient and breach their human rights. Clinicians have professional obligations to all their patients and must object to any restraint methods that risk damaging the patient's right to confi dentiality, treatment, health or the therapeutic relationship itself. The starting presumption is that restraints ought not to be used during treatment and only in the most exceptional cases ought escorts to be present during clinical examination or treatment.
Introduction to immigration detention
Increasing numbers of asylum seekers and other migrants are detained in immigration removal centres (IRCs) in the UK. The majority are male and in their 20s and 30s. Some are exprisoners awaiting deportation, but they will have served their time and the offence may have been for the possession of false documents or another non-violent offence. For immigration detainees, unlike prisoners, deprivation of liberty is not for the purposes of punishment or to protect the public. Immigration detention is administrative in nature -that is, without prior judicial approval and without limit of time. The decision to hold someone in administrative detention is often taken at a junior administrative level. The inevitable result is that a person may be held in an IRC for a considerable period of time. Many detainees are damaged and vulnerable and there are high rates of physical and especially mental illness within IRCs. 1 
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Restraint and its adverse effects
When attending hospital outside the IRC, handcuffs are the usual method of restraint. The detainee is then attached to the escort by a 'closeting' chain, linking the handcuffs to the escort. 2 In a public area, it is difficult if not impossible for the uniformed escort and detainee to be inconspicuous, even with a short chain, and as a result, patients have reported intense feelings of humiliation and anguish. Patients have further reported adverse reactions from members of the public who appear fearful and curious. A patient may remain handcuffed to an escort during medical examination or treatment. This has caused acute feelings of distress at having to recount highly personal information to healthcare staff in the presence of non-medically trained escorts. Frank dialogue between patient and doctor will almost certainly be inhibited by their presence. Indeed, we are aware of cases where detainees have refused to attend hospital appointments because of the fear of and humiliation arising from restraint. Prolonged handcuffing can causing bruising and discomfort. For a patient admitted to hospital, restraint may be maintained when sleeping, bathing or even using the toilet. Highly sensitive and personal information has been unlawfully recorded by escorts in their security records, for example details of the timing of bowel movements and other clinical information that ought only to be stored on the medical record. To permit otherwise is a breach of the Data Protection Act 1998 (DPA) as well as the patient's right to privacy pursuant to Article 8 of the European Convention on Human Rights (ECHR) incorporated into domestic law by the Human Rights Act. More generally, for patients with a history of imprisonment and torture or abuse, restraint in this way will be particularly distressing and potentially re-traumatising.
The law
Article 3 of the ECHR protects a person from torture or inhuman and degrading treatment. 3 Inhuman treatment or punishment is that which causes intense physical or mental suffering, but is not severe enough to amount to torture. Physical assaults can amount to inhuman treatment if sufficiently serious, as can deliberately cruel treatment. Degrading treatment or punishment arouses a feeling of fear, anguish and inferiority, and humiliates and debases the victim. Whether the treatment or punishment is degrading is subjective; where it is sufficient for the victim to feel humiliated, even if that was not the intention of the state agent and s/he does not perceive the treatment as humiliating him/ herself. Handcuffing per se will not amount to a violation of Article 3, however using force on someone deprived of their liberty will violate Article 3 unless strictly necessary. 4 The courts have held that there is a presumption that restraints should not be applied to detainees during treatment and there should be no attendance of escorts within earshot during consultations unless it is decided on proper grounds that such restraints or presence are needed. 5 The courts have found that it is not correct to approach the matter on the basis that restraints and presence of escorts will continue unless medical staff request otherwise. In addition, the right to privacy (as enshrined in Article 8 as well as the DPA) may be engaged and breached if the presence of escorts is a disproportionate measure, or if sensitive information has been inappropriately recorded or shared. This does not mean that restraints and the presence of escorts can never be justified. The point is that their presence must be justified on the basis of the individual facts.
The judgment on FGP
FGP 5 (Box 1), an immigration detainee, was admitted to hospital for a period of eight days in 2010. He was handcuffed and attached to an escort by a closeting chain throughout, with a second escort in constant attendance. At no point did the hospital clinicians ask for the handcuffs to be removed, the escorts to step out of the room, or record in the clinical notes that restraints were used. The impact on FGP was very serious and the High Court found the private security company concerned, SERCO plc, responsible for violating FGP's Article 3 rights.
The current guidance
All patients in the NHS are entitled to be treated equally and to the same high standard. Patients who are subject to detention have the same right to respect, dignity and, except in the most exceptional cases, confidentiality. When on healthcare premises, if escorted, such escorting should be minimal and as inconspicuous as possible. Only in the most exceptional cases ought practitioners to tolerate the presence of escorts in the examination room or during treatment. 6 The Home Office's official position is that, if requested by a medical practitioner, handcuffs ought to be removed and the medical consultation conducted in private. 7 However, that is not an accurate reflection of the law, which starts from the presumption that handcuffs ought not to be applied during medical treatment and, only if justified on the basis of a thorough risk assessment, ought they to be used. In any case, health professionals are under a duty to prevent harm to their patients to the best of their abilities. Since handcuffing can cause mental and physical harm, a case may always be made for their removal. So regardless of the state of the law or the escort's understanding of it, it is always incumbent upon the doctors to request removal of restraints, and if refused, request reasons. The advice from professional bodies concerning restraint does not address the detainee situation directly. Royal College of Nursing guidance is weighted towards the patient who is at risk of harm to themselves and so may need restraining so as not to disrupt essential healthcare interventions. 8 The British Medical Association guidance focuses on the management of patients who are serving prisoners and who may be a risk to the public. Again, there is a presumption that prisoners are examined or treated without restraints and without prison officers present, preferably in a secure side room. However, continued restraint is possible after dialogue between healthcare and prison for prisoners assessed as high risk of violence, hostage taking or escape. 9 This is different from the risk assessments of immigration detainees, most of whom have no violent offending history (or indeed any offending history at all) and none of whom will be serving prison sentences at the time of their restraint in any event.
Prior to a decision to restrain with handcuffs, the detainee should be the subject of a risk assessment to determine what level of security is required 2 . In our experience, such risk assessments can be cursory and do not reflect what the law requires. Numerous adverse reports concerning the practice of restraint and the inadequacy of these risks assessments have been made by official inspectorates and non-governmental organisations. [10] [11] [12] [13] [14] In practice, handcuffing appears to be routine.
The standing guidance recommends dialogue when there is disagreement between custodial and health staff, but this is inhibited by confidentiality about the rationale for the patient's risk assessment on one hand and the clinical details on the other. The guidance also recommends escalation to a more senior level where agreement cannot be reached. This however does not address confidentiality concerns and creates delays that can disrupt much needed clinical care.
Good practice moving forward
Medical staff should not accept without question the views of escorts that detainee patients need to be restrained. If a patient is handcuffed or chained to an escort during medical consultations or treatment, medical staff should be encouraged to request the reason for the restraint and to challenge it, recalling that risk assessments often appear to overstate the risk > Although restraint had been justified at earlier shorter hospital stays, the Court found FGP was 'humiliated and so degraded' this time by this treatment that it constituted a violation of Article 3, with the employer of the custody staff guilty of inhuman and degrading treatment.
of absconding. 15 Even in cases where there is an appreciable risk of absconding, it should be possible to ensure privacy for the clinical encounters by using suitable premises. For those hospitals routinely accepting detained patients, certain consulting and patient rooms can be made secure -windows can be secured with additional locks and escorts posted outside the door. Exactly such arrangements had been made by another department in an isolated block on the ground floor of the same hospital where FGP was treated. The relevant physician had insisted on securing the privacy of his patients and he refused to see his patients with escorts present. Alternatives to restraint will usually be available except in the most exceptional circumstances. As long as escort staff are outside the door and the room is secure, it is hard to see what reasonable justification there can be for restraint, particularly for immigration detainees who are not serving prisoners. The FGP case contains important lessons for medical practitioners and escorts. Similar but not identical issues also arise when serving prisoners are escorted to external NHS healthcare appointments. 9, 16 The practice of restraining women during childbirth is no longer tolerated. More progress is needed to ensure that other detainees undergoing healthcare treatment are similarly protected from abuse. A responsible clinician is obliged to object to restraint and the presence of escorts during confidential consultations. Such objections should be recorded in the medical notes (Box 2). A concordat between the new NHS health commissioners and the providers of immigration detention services about the use of restraint during healthcare, agreed with the professions and representatives of detainees and NHS providers, could set out best practice and the legal and ethical principles to apply. ■
